Left ventricular free wall rupture is a catastrophic complication following an acute myocardial infarction. The optimal therapeutic strategy is poorly defined. Herein we report a surgical treatment for a postinfarction blowout type rupture of the left ventricle free wall in a 78-year-old male patient. Direct closure with Teflon felt strips and covering with a fibrin sheet and bovine pericardial patch, to which gelatin-resorcinol-formaldehyde glue was applied, were performed for the ruptured lesion. The patient survived the surgical intervention, although he had hypoxic ischemic encephalopathy probably due to cardiopulmonary arrest occurring at the time of transfer to our hospital.
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I. Text
Left ventricular free wall rupture (LVFWR) is recognized as a serious complication following acute myocardial infarction (AMI). The incidence of LVFWR secondary to AMI does not exceed 1%. 1) However, it accounts for 14-26% of all deaths due to AMI. 2) Herein we report a patient with a blow-out LVFWR who survived the surgery.
A 78-year-old man with a history of subarachnoid hemorrhage was presented to the emergency room of our hospital with sudden loss of consciousness. He had a cardiopulmonary arrest at the time of transfer to our hospital. Immediately after arrival, he was put on a ventilator and percutaneous cardiopulmonary support (PCPS). His electrocardiogram showed ST-segment elevation in the inferior leads (Fig. 1) . Transthoracic echocardiography revealed a massive pericardial effusion. Pericardial drainage was performed confirming blood accumulation.
Computed tomography (CT) demonstrated still massive pericardial effusion but showed no signs of acute aortic dissection (Fig.   2 ). Ultimately, a postinfarction left ventricule rupture was diagnosed. After intra-aortic balloon pumping (IABP) was carried out, the patient was immediately taken to the operating room (OR). Although the blood flow of PCPS was initially maintained at 4 l/min, it was less than 1 l/min on arrival at the operating room (OR). After removal of a large amount of blood and clots, pulsatile bleeding through an epicardial tear, 2 cm in diameter, was identified in the posterior wall of the left ventricle.
A definitive diagnosis of blow-out type LVFWR was made (Fig.   3 ). Following the establishment of a cardiopulmonary bypass (CPB), surgical repair with direct mattress 3-0 polypropylene sutures using Teflon felt strips was performed, the site was covered with fibrin sheet (TachoSil ® ), and bovine pericardial patch with gelatin-resorcinol-formaldehyde (GRF) glue was placed on the site for complete hemostasis (Fig. 4) . CPB time was 234 minutes, and the operation time 373 minutes.
Preoperative peak serum creatine kinase and creatine kinase-MB concentrations were 9672 IU/l and 162 IU/l, respectively.
The IABP was discontinued on the seventh postoperative day (POD). The patient remained unconscious postoperatively and was diagnosed with hypoxic ischemic encephalopathy by CT scan. He underwent a tracheotomy on the 18th POD, and was transferred to another hospital on the 114th POD.
II. Comment
LVFWR complicating AMI is one of the most frequent causes of sudden cardiac death due to AMI. It occurs with an incidence between 0.96 and 3.5% 3, 4) and has a 30-day mortality rate of between 17.6 and 83.3%. In the conventional approach, infartectomy is followed by replacement with a prosthetic patch or direct closure under CPB. 6, 7) LVFWR can also be treated more conservatively by a direct mattress suture buttressed with Teflon felt strips with or without CPB. [7] [8] [9] Under both techniques, the suture line must be along the nonischemic area and transmural stitches are required. Another approach is an infarct exclusion technique.
This procedure has been frequently used for postinfarction interventricular septal perforation, and the technique has improved outcomes. 12) Because infarct exclusion makes infarcted myocardial tearing less likely, this technique is feasible for control of bleeding. However, the operative risk is high, and the surgical approach is controversial in the case of a blow-out type LVFWR. GRF glue was used for the adhesion of the bovine pericardial patch in our case. However, the adverse event of GRF glue which could cause tissue damage was reported.
BioGlue became available for the application to the surface of the heart in this year, it might be useful for the hemostasis.
We reported a rescue case in which a blow-out type LVFWR was repaired by direct suturing and covering with a fibrin sheet and bovine pericardial patch to which GRF glue was applied.
How we can keep hemodynamic stability in this blow-out type LVFWR is still an important issue.
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